A B S T R A C T
INTRODUCTION
One of the goals of health services for all of the people in the 21 st century is to improve quality-of-life. By WHO definition, quality-of-life is the individual's perception of her status in life according to the cultural and value systems the person lives in, considering his goals, expectations, standards and concerns.
1 It is not equal to the term 'health status', 'mental status' and 'well-being', it is rather a multidimensional concept incorporating the individual's perception of several domains of life giving a holistic view of one's well being.
Women outlive men in almost all societies. They comprise 55% among those above 60 years and 65% of those above 80 years. 2 Being old and being women, they face the burden of social isolation and discrimination because they face cumulative inequalities throughout their lives from womb to tomb. With the increasing life expectancy a woman spends little less than half of her life in menopause. Concurrent, psychological, physical, vasomotor and sexual changes occurring in the postmenopausal period may disturb a woman's quality of life. Also, the quality of life of a woman in the post-menopausal age group are influenced by socio-cultural and behavioral factors compounded by their health related perceptions and health seeking behavior. Post-menopausal symptoms give rise to social consequences like the disruption of women's domestic activities and economic role and damage to psychological and emotional well-being which ultimately affect their quality of life. Most of these dimensions are extensively studied in women of reproductive age group. Among postmenopausal women, there is an obvious dearth of research on several of these dimensions and their net impact on the quality of women's life. This is truer in underdeveloped and developing countries and it has been observed that in India concern regarding women's health have centered around concepts of safe motherhood, reproductive health and even adolescent health to some extent. 3 The issue of specific problems of women just beyond the reproductive age more so in a rural area has hardly been given any priority by the policy makers of health and it actually remains an unaddressed issue. With this backdrop, a study was planned to elicit the Quality of Life and its determinants of post-menopausal women in a rural area of West Bengal, a state in the eastern region of India.
METHODOLOGY
The data presented are the results of a 6 month crosssectional, community based study of post-menopausal women of 45-60 years of age. Menopause is defined as the cessation of periods for 12 months or cessation of ovarian function resulting in permanent amenorrhea. The age of menopause was recorded as asserted by the lady herself. The universe was all postmenopausal women of age group 45-60 years of age of Singur block of Hooghly district, in rural West-Bengal, India. The subjects were selected from women aged 45 to 60 years. 4, 5 Women with induced menopause, simple hysterectomy, premature menopause, receiving any kind of hormone therapy, presence of medical conditions like diabetes, hypertension, cardiac disease, and thyroid disorders were not included in the study
SAMPLING DESIGN
Sample population was collected by cluster sampling design from Singur block of Hoogly District of West Bengal having 64 villages and a total population of 1,03,652. The prevalence of joint and muscular discomfort symptoms among the post-menopausal women in rural India was 60.4%. 4 A sample size of about 315 was obtained by taking a precision of 10%, Design-effect of 1.4. The design effect was calculated after conducting a pilot study and using the formula of design effect as D.E = 1 + (m -1)*ρ where m = cluster size and p = intra cluster correlation co-efficient derived from the pilot study in the community. 35 clusters were chosen including 30 villages by probability proportionate to size technique, with 9 subjects in each cluster.
A pre-designed, pre tested schedule MENQOL was used. It contains 29 questions about quality-of-life in menopause designed by Hilditch. It was translated in the local language (Bengali) which was then backtranslated to verify content, criteria and semantic equivalence by bilingual and monolingual experts and used on the post-menopausal women of 45-60 years after obtaining informed consent from them. Of all questions in the original Hilditch questionnaire after pretesting, we selected and utilized 24 questions which were most appropriate for this study population (2 questions on vasomotor aspects, 6 questions on psychosocial aspects, 14 questions on physical aspects and 2 questions on sexual aspects). According to the scoring system of original version of MENQOL, each question should have been scored by 8 points. However, following pretesting the researcher realized that a 4 point Likert scale elicited better, clearer and more discrete response than a 8 point Likert scale. We evaluated our modified questionnaire and four-point scoring system. By recruiting a panel of experts the content validity of the modified questionnaire was approved. The experts were able to review the items and comment on whether the items covered the representative aspects of each domain. We did the pilot study with the modified questionnaire on 32 Post-menopausal women and Cronbach α approved the reliability of questionnaire (0.80). In this 4points Likert scoring method, each question was scored by (0 point: subject had no problem, 1 point: subject had a problem causing mild distress, 2 points: subject had a problem resulting into moderate distress, 3 points: subject had a problem that causes relatively severe distress). Hereby, scores for vasomotor aspect ranged from 0 to 6, for psychosocial aspect from 0 to 18, for physical aspect from 0 to 42 and for sexual aspects from 0 to 6. The total score of quality-of-life for each participant could be from 0 (the lowest level) to 72 (the highest level) points. Lower the score better was the quality of life. Subject had a problem causing mild distress.
Symptoms
Subject had a problem resulting into moderate distress.
Subject had a problem that causes relatively severe distress.
DETERMINANTS
1. The age of the woman could be an important determinant of her quality of life and thus age was dichotomized with the cut off being the median age 50 yrs.
Regarding literacy, as the study was conducted in rural
India where most of the women were housewives and illiterate the education level was simply based on whether the women were literate or not. 3. To assess whether social class and economic status could be a determining factor of the QOL of a women beyond her reproductive years, PCI (Per Capita Income) was included in the analysis as a covariate after being dichotomized as > Rs 1000 and ≤ Rs 1000 (based on the median PCI). 4. To elicit whether duration of menopause actually affected the wellbeing of the middle aged woman: time since menopause was considered as a determinant of QOL and data was collected based on participants' recall of their menopausal age. The assumption in this regard however was: ≤ 5 yrs since attainment of menopause is considered as a relatively lesser duration of menopausal onset and >5 yrs as a considerable longer duration. 5. Regular exercise Physical activity of the study population was assessed with the variable of regular exercise in the form of brisk walking for 30 min at least 5 days a week as this was the commonest form of exercise being affordable and undertaken by rural Indian women.
6. Harmony in family life that is perceived change in relationship with husband (deteriorated or not deteriorated) following menopause life was recorded. This is considered to be a very important dimension of QOL as it plays an important role in determining the overall satisfaction in life in case of rural women who are very much dependent on their husbands in every aspect of life. 7. Living with own children under one roof could provide considerable psychological support to the women which could have its effect on her overall quality of life. Hence this variable was taken into account. It is worthwhile to mention that the concept of parents living with children is still in vogue in rural India but due to urbanization many children leave their parents in the villages and settle in the cities to earn for their livelihood. Under these conditions it is felt that those who cannot live with their children are always under stress and a sense of being neglected. 8. Getting monetary support from children was considered to be a determinant of QOL of the study population. 9. Perception of one's own health was included based on a single question that was asked to the participants on how they feel about their own health status (scores ranged from 0-5). The recorded scores were 1 = very poor, 2 = poor, 3 = neither good nor poor/average, 4 = good, 5 = very good. This perception of health status scores were dichotomized with the median score of 3 as the cut off and was recorded as Good health (score >3) and Average health (score ≤3).
STATISTICS
Analysis was done in two phases. At first association was found out between the various domains of MENQOL, and several socio-behavioral variables. These predictors were treated as categorical with an explicitly defined category and the most advantaged group represented the reference category for all categories. Then logistic regression model was fitted to estimate predictors of poor QOL. Only significant predictors were entered in the equation through backward LR Method. All analysis was carried out using SPSS19. Table 1 : Distribution of study Population with poor QOL in the different domains (Vasomotor, Physical, Sexual, Psychosocial) in respect to some socio-demographic and behavioral factors (N = 315). Throughout it was observed that the proportion of women with poor QOL was more among those who were more than 50 years, more literate, had PCI ≤ Rs1000, attained menopause for ≤5 years, did not do exercise, had poor relationship with husband, not living with own children, not receiving monetary help from children and those who felt that they had average health status. roof with children, dependent on children for monetary support and perception of one's own health as average.
RESULTS

PHYSICAL DOMAIN:
Women who were >50 yrs of age, illiterate, having P.C.I ≤ Rs 1000, and attained menopause for >5 years and did not undertake exercise in the form of brisk walking suffered from greater amount of physical symptoms. Apart from this, deterioration of relationship with husband after menopause, monetary dependency on children also had its baneful effect on physical symptoms. However, in this regard it is worthwhile to note that, this reporting of physical symptoms might be a mere reflection of their psychological instability and insecurity which might have resulted from their poor relationship with husband and dependency on their children. Even staying under the same roof with children alleviated physical symptoms to some extent probably due to division of labor.
SEXUAL DOMAIN:
Poor QOL in this domain was found to be associated with younger age of the woman ≤ 50 yrs and those who have attained menopause for <5 yrs of age. 
NS-denotes all those variables which had been excluded from the Logistic Regression model by Backward LR Method.
This may be because it was observed that in Indian rural perspective normally abstinence overrules the sexual behavior of men and women who are more than 50 years old. Deterioration of relationship with husband after menopause, monetary dependency on children, living under one roof with children and perception of one's health as average seemed to be the significant predictors of Poor QOL of sexual domain.
PSYCHOLOGICAL DOMAIN: Poor QOL was seen to be significantly associated with several factors like age of the woman ≤50 years, time since menopause ≤5 years. Apart from these, factors like deterioration of relationship with husband after menopause, not living together with the children under one roof, monetary dependency on children and perception of one's health as average, seemed to be significantly associated with poor psychological status of the woman. Interestingly, literate women suffered from psychological ill being as compared to illiterate women, probably because literate women are more aware of their needs and is the ones who feels deprived of all the good things in life. I.) 2.5 (1.32-4.88)] , and had attained menopause >5 years. [AOR (95% C.I.) 4.82 (2.47-9.41)], while variables like perception of one's health as average, deterioration of relationship with husband after menopause, P.C.I and age of the woman >50 yrs lost their significance when entered into the model. Nagelkerke R square was 0.34 which means that 34% of the outcome could be explained by the variables included in the logistic regression model.
DISCUSSION
The primary aim of this study was to assess the QOL of post-menopausal women in rural India using the MENQOL and eliciting its determinants.
MENQOL questionnaire has been validated for use in postmenopausal women and has been used successfully by other studies too. 6, 7, 8 Several studies indicated that QOL was impaired in menopausal women, 6, 7, 8 because menopausal period is related with several physical and mental changes that may impact women's health outcomes. Thus in this study we have tried to evaluate the QOL of post-menopausal women both as specific and cumulative effect of the four major domains related to her health and wellbeing, namely vasomotor, physical, sexual and psychosocial.
In general in this study, being older, financial instability with P.C.I ≤ Rs 1000, having less physical activity, duration of menopause more than 5 years, income and marriage dissatisfaction not living together under one roof with own children and monetary dependency on children resulted in poorer menopause-specific QOL on many of the MENQOL domains. Previous studies that evaluated the association between menopausal symptoms and socio-demographic and lifestyle factors, reported that lower socio-economic status, education, length of menopause, physical activity, and age were related to QOL, 8, 9 the results were confirmed in this study too.
We found literacy had an important role to play in determining QOL of the women. In several studies, they concluded that women who had more than a high school educational level had experienced less disturbing and fewer symptoms during menopause. 8, 10, 11 In two studies, it was shown that educational level had a significant effect on all QOL domains. 8, 9 where higher education rendered a better quality of life, in contrary to our study findings where literacy came out to be a significant predictor of poor QOL. However, in another study in which the overwhelming majority of the women had 12 or less years of education, it was demonstrated that those with a lower educational level had a low psychosocial score.
12 In general; literacy was associated with better health, income and more opportunities in women's social life. This may be due to the fact that an educated woman was better informed, visited the healthcare personnel more and even had greater accessibility to basic amenities and therefore was more aware of her needs than her illiterate counterpart, which might have led to her increased reporting of symptoms that might have been very much ignored or even not realized by an uneducated woman.
We found that P.C.I ≤ Rs 1000 was associated with poor QOL in the vasomotor, physical and psychosocial domains. This result was confirmed in another study, 8 by Fallahzadeh H where employment was shown to be associated with better QOL. Thus it might be concluded that poorer women visited the health services less and was more prone to ill health in the resource constraint settings of rural India.
In examining the quality of life scores according to length of menopause, menopausal duration less than 5 years had significant differences in psychosocial domain. The results were confirmed by other studies. 9 A study by Cheny et al. in Chinese community reported that women in early years of post-menopause had lower QOL in vasomotor, psychosocial and physical domains. 7 While in our study where women who had attained menopause for <5 yrs had poorer QOL in the sexual and psychosocial domain whereas greater physical symptoms were reported by women who had attained menopause for >5 yrs. Quality of life improved with performing exercise in the psychosocial , physical domains and also with the overall quality of life. This finding was compatible with results of Williams et al.'s study. 7 Also Lorenzi et al. found that exercise activity had association with better QOL.
11
Exercise had beneficial effects on women's mood, general wellbeing, and sleep disorders and even on cognitive functions. 13 Women, who did not undertake exercise, had poor mental and physical health status. 13 This finding was corroborated in our study also where women who did not undertake physical exercise in the form of brisk walking had poorer QOL when compared to women who regularly went for walking.
In a study in Iran, it was reported that there was a correlation between marital status and psychological and sexual QOL, 9 while our study revealed that deterioration of relationship with husband after menopause had a detrimental effect on the QOL of post-menopausal women, not only in terms of her psychosocial wellbeing, but it also affected her sexual, physical and vasomotor domains, thus influencing the QOL of the woman in all the four major domains. However, it might be noted in this context that reporting of symptoms in all the domains might just be a mere reflection of the psychological instability the women faced after the deterioration of her relationship with husband post attainment of menopause.
Results of several studies showed that marriage satisfaction had association with QOL especially in psychological health status 9 that is similar to our results where relationship with husband has got an important role to play. However comfort and happiness develops by marriage relations and losing or separating from husband has a big impact on the psychological health of menopausal women.
LIMITATIONS
Our study had some limitations. Women were asked to recall symptoms in the past four weeks. Although recall could be differentially biased based on different characteristics of women, we believe that this is a reasonable time frame for recall of many of our questions. Furthermore, since this is a cross-sectional study, we evaluated the association between factors and quality of life. We were unable to evaluate the impact of these factors on change in quality of life over time. Therefore case-control study or a cohort study would have yielded better and more convincing results.
CONCLUSION
In conclusion we would like to assert that post-menopausal women are those women who have just sprung from the spring board of middle age into the pool of old age. Therefore they form a special vulnerable group and it is high time that we think, work out and execute all feasible, appropriate and practical measures to give them a happy and joyful life till they die. With the increase of life expectancy greater thrust on their health care activities as well as social security mechanisms is the need of the hour. Our research work has very modestly tried to elicit some of the risk factors which affect the quality of life of these women beyond their reproductive years. These, we feel should be the basis of the IEC activities and health education on healthy lifestyle for promoting positive attitudes towards coping up with the stress of the post-menopausal phase. The problems of this special group must be dealt with efficiently at all levels individual, family and community with meaningful and relevant contributions of different stakeholders. Political will is a very useful and quick process of implementation of a plan and therefore separate policies need to be formulated which are more gender sensitive and should specially focus on this vulnerable group of post-menopausal women who fall in a transitional population between the reproductive age group and geriatric population.
